Comprehensive cancer care includes psycho-oncological treatment. The reliable identification of emotional distress is a prerequisite for adequate psycho-oncological treatment (Senf, Fettel, Demmerle, & Maiwurm, 2019) . This derives from the prevalence of mental health problems among the population with cancer. For example, depression has been reported between 8% and 24% (Krebber, Buffart, Kleijn, Riepma et al., 2014) , which can be increased and accompanied by clinical conditions such as the demoralization syndrome and existential distress in patients with advanced cancer (An, Lo, Hales, Zimmermann et al., 2018) . It can also impact patients' quality of life (Aguado Loi, Baldwin, McDermott, McMillan et al., 2013; Yanez, Thompson, & Stanton, 2011) , adherence to treatment (Costas-Muniz, Leng, Diamond, Aragones et al., 2015) , increasing the days of hospitalization, and communication issues with the health team (Krok-Schoen, Fernandez, Unzeitig, Rubio et al., 2019) .
In recent years, the field of psycho-oncology has seen the development of clinical practice guidelines for cancer care in several countries (Holland, Watson, & Dunn, 2011) . The guidelines proposed by the National Comprehensive Cancer Network (NCCN) and the Institute of Medicine (IOM) identify four key components of the process that constitute the best practices: detection, evaluation, treatment, and follow-up. The guidelines indicate that health professionals should participate in each stage. For example, distress has been proposed as the 6 th vital sign and greater efforts have been made to recognize the psychosocial aspects of the cancer experience (Bultz, 2002) .
In this context, an important recommendation stated on the guidelines has been to insist that all patients who initiate treatment should be assessed to determine their psychosocial needs and their level of emotional distress, followed by referral to appropriate resources. However, it is clear that establishing guidelines on its own is not enough to shift attention. To implement recommendations at a clinical level, we must overcome several barriers to psychosocial care (Holland et al., 2011) . Even more so when the rise of cancer and survival rates, in the context of severe resource limitations, force us to reconsider the administration of psychosocial care in this population (Fielding, 2019) .
The consequences of these limitations are reflected in the fact that psycho-oncology programs are insufficient to meet patients' needs and hard to access outside big cities. Innovative care models are required to close this gap (Vaccaro, Shaw, Sethi, Kirsten et al., 2019) . For example, in Mexico, there is a clinical practice guideline for the evaluation and psycho-oncological interventions for adults with cancer in the third level of attention (IMSS, 2017) . This guideline gives recommendations based on the best available evidence with the intention of standardizing national care for cancer patients in the third level of care on:
1. The identification of patients with clinical criteria of psycho-oncological alterations; 2. Suggesting the most effective psycho-oncological treatments for patient care, and 3. Establishing the criteria for referral in patients with a history of cancer and psychological disorders.
There are several advantages to treat the psychosocial needs of this group of patients and their informal primary caregivers. By reducing the emotional burden of cancer care, we can also reduce its financial burden. Placing the needs of patients directly at the center of the health care model implies a fundamental change in the focus of patient care. This is vital in order for a health system in oncology to be well managed and compassionate with an ethical, emotional, and economic sense (Bultz, 2002) . It is clear that psychosocial oncology has grown in the last decade. The publication of reports, guidelines, recommendations, and psychosocial oncology care standards have improved the implementation of activities, services, and psychosocial programs (Grassi & Watson., 2012) . Nevertheless, we still face a challenge in mental health in evidence-based practice.
With the magnitude of evidence-based interventions, the discipline of psycho-oncology has been strengthened and we can administer a large number of evidence-based interventions such as those cataloged on the website of the Instituto Nacional de Cancerología (https://rtips.cancer. gov/rtips/index.do).
However, the vast majority of these evidence-based interventions have been developed and studied in clinical trials with English-speaking samples (Luckett, Goldstein, Butow, Gebski et al., 2011; Yanez et al., 2011) . A minority of psycho-oncological interventions has been developed and/ or adapted for Latin and/or Mexican cancer patients (Ashing & Rosales, 2014; Badger, Segrin, Hepworth, Pasvogel et al., 2013; Dwight-Johnson, Ell, & Lee, 2005; Penedo, Traeger, Dahn, Molton et al., 2007) . Therefore, the need to conduct rigorous studies to adapt and study the efficacy of evidence-based interventions in Mexican populations is imperative. Culturally adapted interventions are much more effective than non-adapted interventions implemented in a new cultural group (Benish, Quintana, & Wampold, 2011; Griner & Smith, 2006 ).
Isn't it time for mental health professionals to take psycho-oncological care as an essential component in caring for their cancer patients? Otherwise, we would return to decades ago when the WHO motto "without mental health there is no health" would not be valid.
Ensuring that psychosocial care services are evidence-based for the Mexican population, that they apply to our context, and are based on the best practices stated in clinical practice guidelines (Holland et al., 2011) will lead to more rigorous work on clinical practice and research from psychologists and psychiatrists to cancer patients and informal primary caregivers, even more so in the Latin American population where the mental health needs of the oncological patient remain a priority yet to be addressed.
